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Abstract
Purpose — The purpose of this article is to revisit the role of augmentative and alternative communication (AAC) in post stroke aphasia rehabilitation. The authors’ intent is to provide a viewpoint that expands the use of AAC in post stroke
aphasia rehabilitation. Specifically, we seek to clarify the role of AAC in restorative and participation approaches to aphasia rehabilitation while also considering the role of AAC in a comprehensive treatment plan. The authors support their
viewpoint with citations from both the historic and contemporary literature on
aphasia rehabilitation.
Conclusions — A thought-provoking viewpoint on the role of AAC in post stroke
aphasia rehabilitation is proposed. More specifically, the versatility of AAC strategies is reviewed, with an emphasis on how AAC can be used to empower people
with aphasia to fully participate and engage in life activities with increased independence. Moreover, we argue that AAC can be viewed as a dual-purpose tool
that can simultaneously serve to drive inter-systemic reorganization resulting in
some improved language performance—and perhaps restoration of language function—while offering a communication alternative during inevitable anomic events.
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The participation model for augmentative and alternative communication (AAC; Beukelman & Mirenda, 2013) underscores the importance
of the nature of AAC assessment requiring clinicians to concurrently
address a person’s needs “today” while preparing for “tomorrow”
(Beukelman & Mirenda, 2013, p. 109). Key to this model is an emphasis on assessing/ reassessing a person’s potential to “increase natural ability” (p. 117) while focusing on participation needs. The participation model does not characterize AAC and traditional restorative
treatments as mutually exclusive; instead, these are interdependent
elements required for successful participation in meaningful activities, an approach compatible with the Life Participation Approach
to Aphasia (LPAA; Chapey et al., 2000; LPAA Group et al., 2008). As
such, we offer a thought-provoking examination of the role of AAC in
aphasia rehabilitation.
Trends in AAC Use in Aphasia
According to the American Speech-Language-Hearing Association
(ASHA) Practice Portal (ASHA, 2019) on AAC, AAC can be defined as
an “…integrated group of components to enhance communication.” Oftentimes, when AAC is considered, only aided supports come to mind.
These include low-tech strategies such as writing, photos, objects, and
communication books as well as high-tech options that include speechgenerating devices, and AAC communication applications (i.e., apps)
on mobile technologies and/or dedicated AAC devices. However, it is
imperative to understand that AAC also refers to unaided approaches
such as facial expressions, body language, and gestures. People often
use both aided and unaided AAC strategies, depending on the communication context of the situation (i.e., topic, listener, time of day) and
disease progression or recovery.
The use of AAC as compensation for expressive communication
impairments in aphasiology has a long history; Garrett et al.’s (1989)
seminal case study documented how a low-tech AAC system could be
implemented for people with aphasia (PWA). Since then, though, common issues we have observed in AAC implementation include (a) the
use of strategies to support expression of basic needs— without regard
for other purposes of communication, (b) the use of AAC only with
people with the most severe aphasia, and (c) prioritization of traditional restorative treatment over compensatory/combined approaches.
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These phenomena may, in part, be driven by reimbursement and medical necessity.
Recent developments highlight the need for AAC to be better integrated into the rehabilitation plans for PWA. The Communication Bill
of Rights (Brady et al., 2016)—endorsed by the National Joint Committee for the Communication Needs of Persons with Severe Disabilities—outlines 15 basic communication rights, including access to AAC,
which are inherent to people with disabilities. The Bill of Rights asserts the right to maintain and develop relationships, which may be
accomplished through AAC interventions that extend beyond the communication of basic needs. The rights outlined in the document are
accomplished through high-quality patient–provider communication.
Specifically, people with a disability have the right to communicate
effectively with health care providers regarding complex and robust
ideas. The notion of ensuring that PWA have an alternative or augmentative way to communicate aligns with No. 4 from Simmons-Mackie
et al.’s (2017) Top 10: Best Practice Recommendations for Aphasia:
4 No one with aphasia should be discharged from services
without some means of communicating his or her needs
and wishes (e.g., using AAC, supports, trained partners) or
a documented plan for how and when this will be achieved
(Level: Good Practice Point). (p. 139)
Despite these recent developments, the trends observed in aphasia
rehabilitation seem to persist. However, an integration of rehabilitation models specific to aphasia and AAC may assist with moving the
field forward.
LPAA: Beyond Needs, Picture Boards, and Talking Boxes
Proponents of the LPAA prompted development of Living with
Aphasia: Framework for Outcome Measurement (A‐FROM) (Kagan
et al., 2008), which was designed to aid clinicians, researchers, and
policy makers in thinking about aphasia outcomes by addressing various factors that affect success while living with aphasia. Kagan et al.
offer four domains that affect the life engagement of a person with
aphasia, namely, (a) communication and language environment; (b)
severity of aphasia; (c) personal identity, attitudes, and feelings; and

D i e t z , Wa l l a c e , & W e i s s l i n g i n A m J S p e e c h - l a n g u a g e Pat h 2 9 ( 2 0 2 0 )

4

Figure 1. From Kagan et al.’s (2008) “Counting what counts: A framework for capturing real-life outcomes of aphasia intervention.”

(d) participation in life situations (see Figure 1), and thus may serve
as a guide assessment and intervention as it relates to AAC. Parallels
are evident between the A-FROM domains and the levels of participation and environmental factors within the World Health Organization International Classification System (World Health Organization,
2001). We assert that when integrated into aphasia rehabilitation,
AAC can positively influence all four A-FROM domains as well as multiple levels of the World Health Organization International Classification System. Typically, AAC treatment is multimodal (e.g., a combination of aided and unaided AAC components) and, ideally, would
be implemented alongside traditional restorative interventions that
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serve to achieve the same life participation goals. This approach allows the person with aphasia to recover as much language as possible and, thereby, work to reduce overall aphasia severity; however,
AAC instruction provides a backup plan for the person with aphasia
to use when the inevitable anomic events occur during the interactions of the desired activity. In addition, as discussed below, we also
contend that AAC may be used to enhance natural language ability.
As such, we maintain that AAC treatment has the potential to simultaneously strengthen the communication and language environment
while reducing the pressure of relying solely on independent retrieval
of the target concept(s).
AAC also provides the necessary support required for the PWA to
achieve Light’s original four purposes of communication (Light, 1988):
(a) communicate basic needs, (b) deliver information, (c) maintain social closeness, and (d) use social etiquette. As previously mentioned,
basic needs (and social etiquette) are commonly included in AAC systems; however, building capacity to maintain relationships and send
and receive information commonly requires conversation. Discourse
between PWA and their communication partners is often described as
co-constructed interactions (e.g., Bloch & Beeke, 2008). These co-constructions may require PWA to rely on the assistance of their partner.
Although some PWA may be independent communicators, with either
an innate or learned (via therapy) ability to use AAC tools and strategies to actively co-construct the message with their partner, others
are partner dependent (Garrett & Lasker, 2013). When PWA are dependent communicators, it is essential that clinicians actively work
to adapt the environment and identify AAC facilitators (Beukelman et
al., 2008; Binger et al., 2012) who can be trained as communication
partners. It is critical that clinicians help PWA learn how to take control of communicative interactions if and when the environment and
partners are not optimal. The ability to communicate self-advocacy
via AAC strategies fits firmly within the A-FROM domain of personal
identity, attitudes, and feelings. As such, a therapeutic approach that
includes the goal of self-advocacy and instruction for the PWA to learn
strategies is paramount.
PWA also have a need for social closeness (Light, 1988). Mobile
technology and the asynchronous communication unique to social
media may offer additional options for social interactions. Smartphones have made adults without disabilities natural augmented
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communicators. It is typical for people to use the photos on their
phone to share images that contextualize their story telling. Social
media platforms (e.g., Facebook, Twitter) allow PWA to remain connected without the high demands of synchronous communication and
employ communication strategies that may enhance the strengths of
PWA (e.g., visual processing). As such, mobile devices may help PWA
express themselves and co-construct messages. These activities fit
firmly within the A-FROM domains (Kagan et al., 2008) of identity,
attitudes, and feelings, as well as participation.
Using AAC to Enhance Natural Abilities
AAC is frequently applied with a very restricted scope, with emphasis placed on the compensatory function. That is, AAC is most often
perceived as a replacement for impaired speech or language (ASHA,
2019), whereas use of AAC strategies to remediate linguistic skills in
PWA is less common. One strategy PWA use to facilitate spoken language during anomic events or communication breakdowns is self-cuing. For example, they might spontaneously point to the first letter of
the target (via a letter board or AAC device) then speak the word (Dietz et al., 2014, 2018; Garrett et al., 1989). Similarly, it is also common
for PWA to self-cue with the initial letter or letters of a word produced
either in the air or on paper (Wambaugh & Wright, 2007). Drawing
also shows promise to support selfcue during anomic events (Farias
et al., 2006; Kinney et al., 2019). The literature on gestural treatment
is fairly substantial regarding self-cuing as a means to facilitate word
retrieval (e.g., Raymer et al., 2006).
This is in direct contrast to proponents of constraint-induced aphasia therapy, who contend that AAC promotes “learned nonuse” (Pulvermüller & Berthier, 2008, p. 569) because use of AAC effectively
rewires the brain to disassociate the act of speaking from the communication act (Pulvermüller & Berthier, 2008). In essence, this idea perpetuated the myth that AAC interferes with language recovery. However, another theory exists that may elucidate how AAC assists spoken
expression. Luria’s (1972) theory of inter-systemic reorganization posits that a weak system can be restored or strengthened during intervention when it is paired with a stronger or intact system. As such,
AAC intervention could be exploited to promote self-cuing or restoration of linguistic function. This approach to AAC implementation
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may help to avoid the possibility of “learned nonuse” (Pulvermüller
& Berthier, 2008, p. 569) of spoken language, and perhaps promote
language recovery due to coupling the canonical language and visual
processing neural networks (e.g., Dietz et al., 2018).
Going forward, it will be important to examine whether improved
self-cuing of spoken language production and linguistic improvements
during specific tasks can be maintained. To date, several AAC treatment studies have documented improvements in spoken discourse
to naïve listeners (e.g., Dietz et al., 2018) and increased aphasia battery scores (e.g., Dietz et al., 2018; Hough & Johnson, 2009; Johnson
et al., 2008). Although these results may not translate into improved
linguistic function during everyday interactions or life participation,
they offer encouraging data that compel us to rethink how AAC is implemented for PWA. Perhaps, then, if future studies demonstrate improved linguistic performance (and cortical reorganization), PWA will
increase acceptance of AAC as a valid treatment approach—no matter
what aphasia severity (or type). This will be an important factor for
researchers to examine as this knowledge base grows—especially in
the acute stages of aphasia rehabilitation.
Earlier Introduction of AAC
A recent survey (Elman et al., 2016) revealed that only 50% of caregivers reported receiving education about AAC approaches from the
speech-language pathologist during the first 3 months of poststroke.
In our experience, AAC is not often prescribed in early stages of recovery, and if it is, AAC is most likely to be recommended when the
aphasia is so severe that PWA are unable to produce useable spoken
language. At times, AAC interventions may not be included in treatment plans for PWA. Data from the ASHA National Outcomes Measurement Systems revealed that of 862 postacute patients with aphasia and apraxia of speech, 13% received AAC (Rogers et al., 2014).
This percentage fell to 2% when people with apraxia of speech were
removed from the data. Increased consistency in AAC implementation is necessary to assure that PWA do not have unmet communication needs after discharge from traditional speech-language therapy
(LaPointe, 2011). We believe that implementation of AAC strategies for
a wide variety of communication needs, provided early in rehabilitation alongside traditional therapy, may result in increased acceptance

D i e t z , Wa l l a c e , & W e i s s l i n g i n A m J S p e e c h - l a n g u a g e Pat h 2 9 ( 2 0 2 0 )

8

of AAC and better long-term participation outcomes. This may help reduce the aforementioned “learned nonuse” (Pulvermüller & Berthier,
2008, p. 569) and perhaps even improve spoken language. This is important because PWA are at a high risk for learned nonuse of language
during early stages of recovery (Hersh et al., 2016).
We posit that the introduction of AAC, early in the stroke recovery
process, may yield widespread positive effects. That is, PWA may feel
more confident (and motivated) to communicate in a variety of situations because they have a reliable backup plan (i.e., AAC) if their language system fails to meet their communication needs. Earlier introduction of AAC is analogous to a physical therapist providing a patient
with an aid to promote ambulation despite hemiparesis that prohibits
safe, independent walking. The physical therapist does not wait for
people to walk independently before allowing them to move around in
their environment (Weissling & Prentice, 2010). Depending on the situation, even people with mild paresis, ataxia, or spasticity may have
difficulty ambulating safely and may need assistive equipment (e.g.,
quad canes, walkers) to achieve ambulation goals. As such, we ask,
Why should PWA wait until they fully recover their language system
before they communicate? The answer is simple: They shouldn’t! Instead, clinicians should teach them how to use available AAC strategies to compensate for the anomic events they will experience, while
guiding them to self-cue spoken language whenever possible.
A potential barrier to earlier implementation of AAC for PWA is the
seeming permanence of its use. ASHA defines AAC as potentially temporary; however, the sole example of temporary use in the example is
postoperative (ASHA, 2019). Perhaps the sense of permanency is why
PWA (and their families) are apprehensive about using AAC; they may
fear that the introduction of AAC marks the end of their recovery process. Earlier introduction of AAC strategies would help dispel the myth
that AAC is used solely for people who will not recover speech ability.
Access to AAC strategies may empower PWA to actively participate in
their health care decision making, experience increased participation
in life events, and reclaim—or discover new—social roles.
Conclusions
In this article, we proposed a thought-provoking viewpoint regarding the role of AAC in poststroke aphasia rehabilitation, with the goals
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of reorienting readers to the versatility of AAC strategies and emphasizing that AAC can be used to empower PWA to fully participate and
engage in life with increased independence. We also argued that AAC
strategies and traditional restorative approaches are not mutually exclusive and that AAC can be viewed as a dual-purpose tool that can
simultaneously drive inter-systemic reorganization with potential to
support language function while compensation during breakdowns.
We believe that the increasing use of mobile technology to communicate via photographs and apps is creating a paradigm shift in AAC by
normalizing the use of communication supports. As knowledge about
neural plasticity and language recovery advance, we are confident that
AAC will become a vital aphasia rehabilitation tool that supports increased participation outcomes for PWA.
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